Dr. Dowling: The case about which Dr. Forman has spoken ultimately came under my care having relapsed completely. The very severe acne however has again been brought under control by stilbeestrol 5 mg. daily.
The President: There is a close relationship between this apocrine acne, acne vulgaris and acne conglobata, but they are not identical. This man has mild acne vulgaris over the scapular region.
Dr. Dowling: Is there not a series of cases comprising acne conglobata, hidradenitis axillaris of the type now under discussion, severe cystic acne of the face and neck, and perifolliculitis abscedens et suffodiens capitis having in common the tendency to develop abscesses, sinuses, tunnels, scars, &c., and perhaps linked by some common etiological factor? ?Parapsoriasis.-CLARA M. WARREN, M.R.C.S., L.R.C.P. Jill D., aged 16. The mother first noticed pink patches on the trunk when the girl was 7. They were more pronounced in the winter months, and did not improve after tonsillectomy.
When I first saw her at the age of 10 years 6 months (in 1945) there were brownish papules scattered over the abdomen, back and chest. These did not fade completely on pressure and appeared to be a form of pigmented urticaria. Dermographism could be elicited. Her general health and development were normal. Some improvement occurred after general ultraviolet-light therapy.
I did not see her again for three years (1948) . She then showed thickened erythematous areas over the trunk, with smaller discrete patches resembling pityriasis rosea. The plaques showed some brownish staining but there were no isolated pigmented urticaria papules. There was some evidence of ulceration with scab formation, but no pruritus.
A year later, at 16, there are extensive areas of telangiectasis and brownish pigmentation, affecting abdomen, chest and back, and extending symmetrically down on to the thighs. Papular urticaria has been present on the thighs and legs. The dryness of the skin has developed within the last few weeks. Monthly periods have been present for six months. Section of a recent lesion does not show mast cells.
Dr. Warren: I did consider the diagnosis of parapsoriasis and, following Dr. Barber's suggestion that cases responded to calciferol, I tried it for four or five months and it has had no effect on the lesions. I think many members thought of the suggestion of parapsoriasis and also of some abnormal form of reticulosis, or some other blood disorder, but nobody was very definite.
The President: It was parapsoriasis which first suggested itself to me. Some of the lesions did seem infiltrated.
POSTSCRIPT In November 1945 she was treated for a moderately severe cystic acne involving the face, chest and shoulders, first with routine local therapy and later with superficial X-rays (5 doses 100 r).
At that time small, firm lesions were scattered over the shoulders and chest which were thought to be inspissated sebaceous cysts with ? keloid change.
The acne improved, but in January 1946 two biopsies of the nodules on each shoulder showed them to be fibromata and they continued to increase in size.
The biopsy scars rapidly became keloidal, showing that the "keloidal tendency" was present. She was referred to the plastic surgeon, who advised X-ray therapy and a course of short distance "Chaoul" therapy was tried, but, apart from slightly softening the lesions, no effect was produced. A total dose of 2,500 r, in 5 single treatments of 500 r, was used.
The lesions have remained unaffected by any form of treatment and appear to be quiescent. Our main interest in showing this case is for prognosis and treatment. The patient had the advantage of treatment at an early stage, when the lesions were still soft and vascular and the radiologist expected a good result. Levitt, W. M., and Gillies, H. (1942, Lancet (i), 440) , state that the response of keloids to X-ray therapy or a combination of X-rays with surgery is excellent in the early lesions, and this view appears to pervade the literature, especially the radiological literature, on the subject. Several workers have suggested surgery followed by X-rays, which will have their maximal effect when the keloid tends to recur after excision, that is, from the 7th to 10th day. Some dermatologists are of opinion that it is exceptional for good results to be obtained in such cases, especially in acne keloid. The end-results may be worse than before treatment, as the keloid may be larger. One concludes that an extremely guarded prognosis should be given in these cases.
Dr. Dowling: I believe the optimistic forecast so often given in these cases to be on the whole misleading. On three occasions I have advised excision followed by radium therapy applied for the first time on the day of the operation. In each case the result has been a considerably larger keloid after the operation than before it.
Dr. Hugh Gordon: I certainly think that in this type of keloid which is long-standing, hard and resistant the best result is obtained by a combination of surgery and X-rays. The simplest procedure is excision and an X-ray exposure to the scar immediately after the operation whilst the stitches are still in situ, the optimum dose being in the nature of 800 r, the field, of course, being strictly leaded off. A more elaborate procedure, which undoubtedly gives excellent results, is for the surgeon to mark out his site of operation which is given a dose of 500 r, again strictly localized. At the end of five to six days the incision is made through the resulting erythema. A further dose of 500 r is given five to six days after the operation with the stitches in or out. This method obviously is not so simple and more time consuming.
Dr. I. Martin-Scott: I wonder why X-ray is given before surgical removal of the keloid. I recently had a case and went into the literature and eventually decided to remove the lesion, and Dr. Hilton of University College Hospital gave X-ray treatment (as if the keloid were still there) the week after. We considered the advantage of X-rays after operation was to retard the action of the fibroblasts. Why should X-rays be given before operation as well?
Dr. Hugh Gordon: I have never understood the rationale for thepre-operative X-ray, and personally have always used the alternative method.
Localized Panatrophy.-F. RAY BETTLEY, F.R.C.P.
A boy, aged 12. Red areas appeared on the left buttock in September 1947, and later on the back of the thigh, which by March 1948 had become brown and shrunken. His mother says that his gait is affected and that he wears down the heel of his left shoe very quickly.
Previous history not relevant; no other complaints.
On examination.-Most of the left buttock is shrunken, subcutaneous fat having completely disappeared; there is also some loss of muscle substance. The skin over this area is irregularly pigmented and slightly atrophic, but there is no telangiectasia or redness. The skin is freely mobile over the subjacent tissues. On the back of the left thigh are two sunken areas about 3 inches across, and on the left calf two further areas; on the back of the right thigh is one sunken area. These areas are ill-defined and appear to result from a loss of subcutaneous tissue; they are not sharply punched out and the skin itself appears normal. There is objective weakness of the muscles of the left buttock.
Electrical reactions of these muscles normal. No demonstrable change in sensory or motor nerve function.
General examination normal. Blood chlorides normal. Creatinine excretion (three consecutive days) 877 mg., 734 mg., 766 mg. (normal 500 -750 mg.). Creatine excretion 280 mg., 276 mg., 374 mg. (normal 0-200 mg.).
Histology.-Skin: The basal layer of the epidermis is pigmented. Slight lymphocytic perivascular infiltration. Fatty subcutaneous tissue absent.
Muscle: Muscle fibres are irregularly atrophic and show areas of coagulative necrosis. There is a patchy lymphocytic infiltration between the fibres.
Comment.-I have been able to find 3 other cases of similar although not quite the same sort. I was prompted to bring the patient here because of a similar case which Dr. Mitchell-Heggs and Dr. Borrie (1949) showed a year.ago. Their patient was a woman who presented patches of atrophy and pigmentation; atrophy of the skin without sclerosis, and the vessels deep in the dermis and subcutis showing through the atrophic skin. There was no muscular change. There are those two differences between that case and mine, namely atrophy of the skin and no muscular change.
More like the present one was the case, the name of which I have borrowed for this patient, which was shown originally by Sir William Gowers in 1903 at the Clinical Society of London and followed up in 1939 by Barnes. That case was referred to as morphaeic, intending, I think, to indicate a sharply outlined area rather than sclerosis.
Dr. Barnes kindly came and saw this boy and drew a contrast between him and his original cases and Gowers' case. In Barnes' original case, as in Mitchell-Heggs' case, there were areas of atrophic, thin, wrinkled skin with the veins showing through, again with no fibrosis; but there was degeneration and wasting of the muscle underneath the patch. Another point of distinction was the absence of pigmentation in Gowers' and Barnes' cases.
We now have three different pictures and the fourth is provided by a case of Dr. Barber's which was shown in this Section in 1932-a case of scleroderma or morphoea with atrophy of the subcutaneous tissue and muscle. I think it is clear that in that case there was a definite scleroderma, namely skin bound down to the subcutaneous tissue, but in addition to the morphoea there was a loss of subcutaneous tissue and muscle.
